Objective: This study analysed gender differences in self rated health status and their determinants by gender in Turkey. Methods: This is a further analysis of a 2010 Health Survey conducted by Turkish Statistical Institute (TurkStat) A total of 5488 men and 7149 women in Turkey were included in this cross-sectional study. Self-rated health was analysed using three logistic regression models. Results: The rates of poor health were 9.8% among women and 5.2% among men, with the gender gap increasing with age. Low level of education, chronic diseases and poverty were associated with poor perceived health in both genders. For women, marriage and retirement from secure jobs were associated with good health; obesity and smoking were factors that caused poor health. For men, unemployment had a negative impact on health. Conclusion: The determinants of poor health were associated with not only on socioeconomic status but also on gender in the Turkey. Marriage may provide social protection for women where there are insufficient social policies to protect them.
Introduction
The debate on health differences between men and women has been one of the most long-lasting in the health literature. It is well known that men live shorter lives, while women live longer but with a lower quality of life. In this context, several studies have explored the differences between men and women, but only a few have aimed at explaining these differences.
The explanations of gender differences in health require a multidisciplinary approach that goes beyond the biological factors. As indicated at the Cairo Conference in 1994, 'gender' refers to the social structures in which identities, roles, behaviour and activities are maintained and reproduced, and it is more helpful than 'sex' for understanding the health inequalities between men and women. 1,2 Therefore, studies on gender inequality must consider a multidimensional approach including the general sociological patterns in any society. 2 The determinants of women's health are traditionally referred to as two opposite counteracting realities in which the first one is women's fertility referring to lifethreatening events during pregnancy and the second one is women's biology that protects them, by hormones, from cardiovascular diseases. 2, 3 However, the dichotomous explanations, which have been generally based on the biological sex categories, are insufficient to understand the determinants of women's health because they neglect the social conditions created by gender roles. In terms of the gender issue, the notion of a social environment includes both economic and political structures and ideological norms through which being a woman is constructed. Understanding gender issues in health is particularly difficult due to its relationship with patriarchal, religious and other cultural components in addition to socio-economic status (SES), particularly in the Turkish population.
This study is a pioneering one that aims at investigating the nationwide gender inequalities in health using a representative sample from the population of the Turkish Republic Among OECD countries, the prevalence of poor health among adults has ranged from 2.7% to 21.5% in women and from 2.1% to 14.5% in men 4 . For women, Portugal, Korea and Israel are the top three countries having high rates of poor health, while New Zealand, Ireland and Canada have the lowest poor health rates for women. For men, Estonia is at the bottom of the list with Portugal and Israel. When the women-to-men (W/M) ratio of poor health prevalence is considered, Turkey's second highest. Turkey's W/M ratio of poor health is 1.51, followed by 1.66 in Iceland, while Canada is the country with an equilibrium, having a ratio of 1.00.Ireland, Finland, USA and Australia are the other countries that are close to the equilibrium. 4 The concept of gender has been increasingly accepted as one of the primary determinants of health. With respect to gender-based analysis of health inequalities, the majority of studies generally focus on socio-economic issues and indicate women's lower position in the social hierarchies, their vulnerabilities in the welfare structures, and in income inequalities in many societies. There have been some explanations offered concerning socioeconomic determinants, health-related behaviours, psychosocial determinants. In addition one has to consider the results of exposures to health hazards, the possession health-protective resources and also the extent to which awareness of health hazards has been increasing over time. 5, 6 Gender, interacting with other social stratifiers, such as race and socio-economic class, has been indicated to be a social determinant of health.
Gender inequality in life opportunities, is a factor shaping social positions and suggesting that a sociological approach to understanding the differences between health of men and women may need to address samples from different disease groups. [7] [8] [9] In order to examine gender and health relationships, Bird and Rieker (2010) focused on four diseases or conditions; two were physical health problems (cardiovascular diseases and immune function disorders) and two were mental health problems (depressive disorders and substance abuse) 8 According to this approach, social policy, community actions and work-family relationships force women to make several decisions in their lives, which are generally gendered actions.
As expected, considering the reality of patriarchal structures of societies, gender is a highly context-dependent variable in determining health inequalities, depending on its particularity of historical and social conditions. Gender inequalities in Turkey have special features stemming from its socio-economic structure as a developing country and its ideological patterns, including the rise of religious politics.
Although the field of gender studies in Turkey has broadened considerably in recent years, comprehensive studies on gender inequalities in health remain limited. In this study, we conducted a gender-based analysis of self-rated health status and its determinants by analysing a national data set representing the Turkish population. The main hypothesis of the study is that health determinants of men and women differentiate due to gender patterns in society as a whole.
Methods
This study is a further analysis of the crosssectional research conducted by the Turkish Statistical Institute (TurkStat). The sample is based on the National Address Database and data are collected by household visits and face-to-face interviews. The survey is designed to produce estimates for the entire country, urban and rural. Thus, the total sample size necessary was found to be 7,886 households. Strata and two phase cluster sampling method was used. For external stratification a rural -urban difference was used. First phase sampling units were blocks consisting of an average of 100 households and the second phase used systematic sampling from each block. 10 The micro data set of the 2010 Health Survey were officially requested and obtained from TurkStat in order to develop gender-based analyses of ill-health status for this study. 10 The study population comprised 12,637 individuals aged between 15 and 64 years in Turkey, with 5488 men and 7149 women. The older group, defined as 65 and older was not included in the study because of higher rates of chronic health problems that might be confounding. The data were collected using a self-reported questionnaire, and included the variables discussed below.
The dependent variable was selfperceived health, which was assessed via one question recommended for measuring population health, that is, by asking people to rate their health as 'excellent, good, fair, poor or very poor'. 11, 12 It was coded as a binary variable, including 'good health' and 'poor health' for use in the analyses; accordingly, the points 'very good', 'good' and 'fair' were collected as 'good health', while 'poor' and 'very poor' as 'poor health'.
The independent variables of the analysis were age, educational level, marital status, area of residence, paid employment, having health insurance, having any chronic disease, smoking, alcohol consumption and body mass index (BMI) with self-reported weight and height. The variable of chronic disease was created using the list of diseases diagnosed by a physician in the questionnaire, which was reported by participants. The educational level was treated as two groups according to the duration of education: as '8 years and less' and 'more than 8 years' in the analyses.
Smoking status was grouped as 'current smoker', 'former smoker' and 'nonsmoker', while alcohol consumption was defined by current consumption. BMI was treated as four groups, in which BMI below 18.5 kg/m 2 was accepted as underweight, 18.5-24.9 kg/m 2 as normal, 25-29.9 kg/m 2 as overweight and ≥30 kg/m 2 as obese. 13 Although the types of health insurance are primarily public, private and no insurance, the public insurance type is highly diverse with subtypes are clustering in different socio-economic groups. The subtypes of public insurance are civil servant insurance financed by the government, employee's insurance financed both by the employee and employer, selfemployed insurance financed by the employer and insurance for poor people with income less than one of third of minimum wage financed by the government. In Turkey, the minimum wage is about 425-450 USD monthly, so the poverty level for insurance is 140-150 USD per month per capita. The different types of health insurance were used to represent the different socio-economic strata in Turkey as "civil servants", "employees", "selfemployed" and "poor people".
As for all TurkStat surveys, the employment refers to the week previous to the survey. To improve on this relationship between employment and health, we also considered current and previous jobs.
Statistical analysis
All analyses were conducted separately for men and women, and for each gender three models of logistic regression were executed consecutively. In the first model, sociodemographic variables such as age, education, marital status and living in rural areas were included. In addition, BMI, chronic disease, smoking and alcohol consumption were considered as individual risk factors. In the second model, employment variables were added. Finally, in the third model, the types of health insurance were included as indicators of SES. The database was obtained in SPSS format form TurkStat.
All analyses were performed using SPSS 17.0. Alpha error was accepted at 0.05 level. A two-sample z-test to compare proportions and backward conditional logistic regression were executed.
Results

Socio-demographic characteristics of the individuals:
Some individual characteristics, such as age, marital status, education, area of residence, BMI, smoking and alcohol consumption are shown with reference to gender in Table 1 . Table 2 shows the characteristics of employment and health insurance.
Health status in men and women (self-rated health):
The overall rate of poor health was 7.8% among the Turkish population, aged 15-64 years. The rates were 9.8% for women and 5.2% for men (p < 0.001) ( Table 3) . Figure 1 shows the trend of health status by the age groups, increasing with age. Although the rate of poor health is similar in the youngest group (15-24 years), the difference between both genders begins at the 25-to 34-year-old age group and continues to the older groups (p<0.001). The associations of poor health in relation to gender are shown in Table 4 , analysed using the six logistic regression models.
Chronic conditions and injuries are shown in Supplementary
In all the logistic regression models, the educational level has been associated with health in both genders. In the first and the second model, marriage was related to better health as a protective factor, whereas it showed no association in the third model. Poor health assessments were not associated with smoking for men, although active smoker women reported 1.4 times worse health in the third model. No relationship was observed between alcohol consumption and health in the multivariate analysis models. Having at least one chronic disease was highly related to poor health for both men and women having ORs between 13.3-18.0 in the models. When the civil servant health insurance was treated as the reference two health insurance types were related to poorer health in both men and women. Among those who had public insurance for the poor, a worse health status was observed for both men and women. Women having public insurance for retired civil servants showed better health assessments. 
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Discussion
Perceived health is a simple measure that has been shown to be a valid indicator of health, with the ability to predict mortality, morbidity and the use of health services 11 and also to measure subjective health. 14, 15 Additionally, perceived health status is related to subsequent mortality, healthy lifestyle behaviour, subsequent medical use and multiple symptoms. 14, 16 However, because of its subjective nature, perceived health not only has a physical but also a psychological component. 12, 14 The current study has confirmed some well-known results in the literature; that poor health is associated with ageing, having a chronic disease, smoking, unemployment, and poverty. Also, the determinants of health can differ in women and men with their gender roles for instance unemployed men reported worse health than unemployed women.
Health studies on gender inequalities are relatively rare in comparison to other inequality studies, especially in Turkey. Understanding gender issues in health is particularly difficult due to its relationship with patriarchal, religious and other cultural components, as well as SES, especially in the Turkish population. In this study, poor health was expectedly more common among women compared to men (25.3% vs. 38.4%), which is consistent with other studies. [17] [18] [19] In Turkey, the time spent on housework is very long for women compared with that in other European countries. 20 In this study, the poor health prevalence was calculated to be lower than that in the OECD countries 4 , probably due to limiting the age to 65 years. It is well known that poor health is likely to increase with age. The W/M risk ratio of poor health in Turkey is 1.88 in the 15-to 64-year-old age group. This difference between both genders appeared after 25 years and then reached more than two-fold values in the 55-to 64-year-old Turkish age group. Health status has worsened with ageing, probably due to increasing chronic conditions. 21 However, in contrast to the findings of this study, a closing gap between men and women with increasing age has been reported in US. 21 A study from 11 European countries reported a higher rate of overweight among men, while obesity was higher among women aged more than 50 years. 18 In this study, we found that overweight is associated with good health among men. Obesity is a public health problem related to both excess energy nutrition and poor physical activity that are also determined by socioeconomic status. 13 In this study, obesity was a risk factor for women's perceived health despite a higher rate of "unknown" that could cause underestimation of the risk. On the other hand, the relationship disappeared after adding the health insurance (socioeconomic) categories for men. This finding could be related to gender issues about obesity among women.
Although SES is a well-known factor for poor health among men and women, education and household income are especially closely associated with poor health among women. 19, 22 Education is a social determinant of health, as several studies have reported that educational inequalities cause health inequalities in most countries. [23] [24] [25] People who have a higher education are probably more qualified and are able to easily find higher status jobs as well as higher wages and social insurance in the labour market. In contrast, the low status jobs have negative effects due to not only a low income but also poor working conditions. In parallel to this literature, a positive relationship between health and education was found in Turkey. However, it was also reported that although increasing educational levels have a relationship with good health for both genders, the impact appears just after primary school among women, while it occurs after secondary school among men. 26 It is well known that as a consequence of gender roles, women are responsible for household care, cleaning, cooking and so on, even if they are paid workers in the labour market. Women working for high wages are able to avoid their housework by hiring another woman. It is important to note that if women work, they work in many precarious conditions such as low wage or part-time or flexible or insecure jobs. They have to carry out their gender responsibilities by themselves instead of hiring someone. Therefore, by adding paid work to their household work, so-called dual work, these women suffer more physical, mental and emotional burdens. 15, 27 As a result of the gender role defining men as the breadwinner, it has been observed that unemployment causes men's health to worsen but not women's health. 17 Chen et al. reported a similar finding in Taiwan 17 , where a strong gender division of labour exists, as in Turkey. From a global analysis, it was similarly reported that unemployed women were 1.4 times as unhealthy and men 1.9 times as unhealthy compared to their employed counterpart. The health consequences of unemployment are higher for men than women. 26 However, the influence of poor health on employment transitions is more detrimental for women than for men. 15 Women who have retired from government service have surprisingly good. In Turkey, being a government employee implies having a secure job during one's whole working life, whereas several types of flexible, insecure employments are common for others. Paid work is also known to have a positive effect on women's health 15 , probably due to the benefits of both the instrumental and the symbolic rewards of paid work. 22 As a result, it is expected that paid women workers have better health than both unemployed women and housewives which are also classified as unpaid labour at household activities. This uneven situation indicates the burden of women's household responsibilities that continue after entering the labour market in addition to the paid work. For women, retirement also means getting rid of dual working, in addition to having a retirement income. According to a cohort study, their position in the occupational hierarchy does not affect women's health status, wheras it is associated with a decline in men's health status. 28 Health insurance is actually a factor in decreasing the outcomes of poverty, because it provides the opportunity to access to health care. Moreover, the different types of health insurance also refer to the stratification of SES in our analysis in Turkey where the health insurance types are based on the individual's social status: that is, being an employee, self-employed etc. Although income is an important determinant of health, information on income was unavailable in this study. It has been reported that the gender gap increases in a low SES. 29 Furthermore, SES has been found to be significant for determining health, only among women. 30 In Turkey, universal health insurance is obligatory for everyone, and the government pays the insurance premium for poor people. Civil servants, who have secure and permanent state employment in the public sector were found to have the best health status, although there is a different rate between men and women with regard to poor health, 1.6% and 3.9%, respectively. Self-rated health gets worse in both sexes with insurance for poor people, the rate for women being 15.4% and the rate for men 10.6%. Although in this insurance group both genders have the poorest health status, men's health status is worse than women's health status; the risk ratio for men is 6.7, while it is 3.9 for women compared to civil servants. The rate among poor women (15.4%) probably indicates a combination of poverty and gender disadvantage. The health risk ratio for poor women is expectedly lower than for men, because women have already higher prevalence in all groups, compared to men.
Marriage has some positive effects on health status in two ways, that is, marriage protection and marriage selection. 31 While marriage protection mechanisms are explained especially by life styles, marriage selection means that unhealthy people are less likely to get married. Divorced or never married men without partners and divorced women without partners tend to report poor health status. Married people have been reported as having, positive health behaviours with regard to smoking, alcohol consumption and coffee and breakfast habits. 32 Another report indicated that marital status differentials in health are large for unemployed women. 32 In our first two models, it was found that married women have lower risks for poor health. However, the positive effect of marriage for women disappears after adding health insurance types in the third model. Because the majority of women have health and social insurance as dependents of their husbands in Turkey 21 , marriage appears to be associated with good health for women, although health insurance has a fundamental effect on women's health. Otherwise, it should be considered that marriage can provide opportunities of higher living standards under the conditions of Turkey's gender inequality.
This analysis has some limitations due to its research design, relying on the cross-sectional design, which was orientated to the exploration of causal relations. The main limitation is that a selfrated health status is highly subjective. Another limitation is related to the fact that data in the health survey are not sensitive to gender division of labour within the household, such as sharing and spending time on domestic tasks in the individuals' daily life. Moreover, the lack of information about income and profession is a weak dimension of the socio-economic analysis; therefore, the SES analysis is based only on the educational status, which affects opportunities in the labour market. The dichotomy of the of self-rated health into good and poor health is another issue because women are more likely to be in the "fair health" category compared to men. The binary analysis may have caused an underestimation the risks especially for women.
However, the large sample of the analysis, which is representative of the Turkish population, is an important strength of the study. Furthermore, the national data set that was designed from the health survey is suitable for generating gender-based analysis of health inequalities, if a gender-sensitive perspective is applied, as in this study.
In conclusion, gender patterns result in differences in health determinants among men and women in Turkey. In this study, some consequences of gender inequality were found be shared among both sexes. For instance, marriage seems to be functioning as a social protection mechanism for women in cases where social policies to protect women are insufficient. Moreover, retirement from jobs in the public sector that provide secure employment is associated with good health, even at older ages after retirement. Consistent with traditional gender roles, only unemployment affects the health status of men who are accepted as the breadwinner in the society. Both socioeconomic factors and societal factors, such as gender stereotypes, seem to have an effect on poor health status in Turkey. Further studies should be conducted in the Turkish population to understand the determinants of health associated with gender norms including quantitative studies as well as epidemiologic surveys.
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